Medical & Dental History
ER - B EREE

Patient Name: B35 K4

Physician’s Full Name & Phone Number/ Date of last physical Exam:

Y DT DEMOA R & BEEE ST KA L L2 B

In the event of emergency, is there someone whom we may call? His/Her Name & Number
RERIOEK TELHITNETN? R4 L EFEE S

If you have ever been hospitalized, had a major operation or are currently under the care of a physician, please explain.

ABELTZD . RERFWEZ SNTZD BEEMIINN>TOVHE o LoWETN? ZHHAC IV,

What prescriptions/over the counter drugs are you taking? Please list each one.

BEASFEEIT. HRTHALLEZR > THWETN? EOARTEFIFELL T EEN,

Select any that apply to you: LA FIZE TIZEHFEHITH Y £770?

[JCurrent health : Good BifE DRI AR B AT CJAllergic to Penicillin - <= 7 L /L¥—
[JCurrent health : Fair  B34E O IR BE (3 5m [JAllergic to Erythromycin = U 21~ A 2

[JCurrent health : Poor BIfEDRFEIRIEITZE < 72y OAllergic to Tetracycline 7 7 %4 7 U 7 L)L ¥ —
(JPregnant #EAEH CJAllergic to Sulfa  H /L7 7 A7 L L —

[JBirth Control Pills  BEAT:3E CJAllergic to Aspirin = 7 AE U 7 L)L ¥ —

(ONursing . CJAllergic to Codeine =217 4 > 7 L /L¥—

[1Smoker/Tobacco User MM « & S il 1L %5 F [JAllergic to Dental Anesthetics ~ Bg EHFRIFMEE 7 L L& —
[JEver taken Phen-Fen or diet drugs 7 = > 7 =V £ EFDMDF A =y FOIFKER T2 BB 5

[JAllergic to Epinephrine T=E %7 YU 7 L /L¥—
[(JHormone Therapy 75 /LE > TR [JAllergic to Metals/Nickel/Jewelry <&J@&/= > 7 /i7" 7 &Y%
[ Allergic to Latex Rubber L1 7 v 2 27 L L% — [JOther (please explain below)Z Dfft (DL FIZHAFE L TL 72& W)




[JAbnormal/Excessive Bleeding
S - S
[JAcid Reflux

H A Y E
LJADHD/ADD
ZEE - R REEE
[JAlcohol/Drug Dependency
T a— L - R
[JAnemia

2 i
[JAnxiety

NEIE
[J Arthritis/Gout
BIffig - i
[1Artificial Bone/Joints/Valves
NEE - B - A
[JAsthma

M .
[1Autism

B PAYE
[IBlood Disease

RIS
[IBlood Transfusion

Wi .
[ICancer/Chemotherapy
T ARG
[IChest Pain

Jibg 955 7
[ICholesterol

VAT r—)b
[JCongenital Heart Problem
e RNl £
[ICortisone Treatment
a—F Y YRE
[IDeep Vein Clot
VB HRAR LR
[1Diabetes

B PR3
[IDifficulty Breathing/Shortness
- IR - J i
[ JEmphysema

It S e
UEpilepsy

Thiri

[JExcessive Thirst
R0 EDYE
[ JFainting Spells/Dizziness
RAEFEE + D FE
[JFrequent Cough
e &
[JFrequent Headaches
Rk YA
[1GI/ Colitis
B 1 D RIS 2%
[IGlaucoma
ok P R
[Hay Fever
Tl RN
[ THead Injuries
FHEHR G
[JHeart Attack/Heart Disease
CMEFENE « Ll
[ THeart Murmur/Heart Defect
OHEF - DB A
[Heart Surgery
LT
[ ITHemophilia
1A
[JHepatitis A or B
9 A, B
[ Herpes/Fever Blisters
AJLAZ s IR A
[ THigh Blood Pressure
e L
LJHIV +/ Aids
HIV+ + =4 X
[JHives
CAELA
LJHPV
EkheRXtuv- A LA
[ THypoglycemia
R b
[JKidney Problems
R i KR
[Liver Disease
H s
[1Low Blood Pressure
K ifn £

Other: Please explain Z Oftt : FB L C< 72 &0,

Select any of the following if you presently or have had the condition in the past:

HIEFZIE, BECIDoT 2 L0 DEREZBIN L TLFE,

[JLung Disease
i
[IMitral Valve Prolapse
77 # g i
[IMultiple Sclerosis
A TEREAVAE
[JPacemaker
NR—RAA—T)—
[JParathyroid Disease
Il FE PR P
[1Psychiatric Care
Frips 7 7 —
[JRadiation Treatment
T BB
[ JRecreational Drug Use
JBR A
[ Respiratory Problems
LRSS e
[JRheumatic Scarlet Fever
Vau<F L L o REL
[ JRheumatism
Vay<F
[ISeizures
D& DT
[JShingles
HEIRHTS
[1Sickle Cell Disease/Traits
Btk A i B R
[]Sinus Trouble
Fal] e e
[1Stroke
i
[1Swelling of Feet/Ankles
RRREE DT A
[ Thyroid Problems
FRPR s 5
[ Tuberculosis (TB)
Wi %
[1Ulcers
it
[JYellow Jaundice
PHIH.




Reason for visit: Sz DOFH

Previous Dentist Name and Phone Number: LLRTiE > CW-HEEROL | & EFEEE

Month and Year of Last Visit or Cleaning: FRBZRICHEZIITE 72015, R 2 V—=" 7 DR .

Has anything ever happened in previous experiences at the dentist that was reason not to return?:
WO TCWEHER TRV 2 ROV Z S4LE Lz
O Yes (FW» ONo W\

If yes, please explain: [TV EE X HIV-HE. BLTFICHA L TS E &0,

What is your primary concern that you would like us to address first?

— BRI TOWTETRE LW Z &I T2

What needs to happen for you to consider our office an excellent choice for you? Example might be: Being pain free, in
great dental health, having whiter teeth, no more silver fillings, cost, etc. PLEASE WRITE ANWER BELOW:
YBEREPESO=—RIBEZT D2OIIHMARMLETT N 7oL 21X, BmAORE, ABEORRHR., & o
EHOWEIZRD, SROEOHMZBOBIZMBEZ D, IGRENLA DR E, WIS, BXEZTLAL TS,

What do you value the most about your dental care? PLEASE WRITE ANSWER BELOW:
BAHZBEI L TEFICE o T—FRUAR Z L3 T UTFICEALTLZEN,

COSMETIC - You most value how your teeth look. Want them straight. Want them white.

FE-N Y I AN—FRE, A TCERWRELTEZRD TN D,

FUNCTION - You most value an ability to enjoy your favorite foods and drinks. Don’t want to be limited to just eating on
one side or area. No food or drink should be off limits to you.

WRE— IS R BEXO LA LR L O L Z L3 —FRFE, RZT TLOED 270> 72 ) B~k A D
HIRDSEN L ST Lwy,

COMFORT - You most value NOT being in pain or having any tooth or gum sensitivity.

PRI & — TR AR IBENE D Z LS R,

LONGEVITY - You value the ability to have your natural teeth forever. You wish to have the work you have done in the
chair to last as long as possible.

RE-BFOREKEIHERZL LN —FRE, ERREELELZLABRRFELT LI L 28FT 5,




What is the most important objection or obstacle you have to visiting a dental office? Please write answer below:

WEFIATIZH o> THREN L RLEIZFBEII T TT2LTIZRRAL T EE N,

NO OBJECTIONS OR OBSTACLES - I come faithfully every 6 months and value my dental health.

DRIV —6 4 A1 1 [l - THBENO/EFE A k> Z L A3 KH,

FEAR - Of pain. Noises. Environment. Past experiences, Expense.

PRREE — 2, F. BREE, EOMER, &8

TIME — Tight schedule. Getting appointments to suit your schedule. Not able to take off work, etc. Getting in and out of office
quickly.

R —ICL WA Y a—b A7V a—/UCH ) TRIHE, TRz RO e & sl 0 IR s hd 2 &
HAVE NOT HAD A SENSE OF URGENCY - Nothing really hurts so haven’t seen need to go to dentist in years or something
has been hurting at some level for awhile but I’ve been able to live with it.

VEZE C 2O —RESFHD RO T, HEF AT BBEEZE L2, 2D ORAPAREILD 223 HE TE %,
NO TRUST - Felt you were told you needed treatment you didn’t need. Felt ripped off. Bad previous experience. Didn’t give me

any date to support treatment they recommend.

ARIE — DLEOMNERENMLIEE L NDONTERN T D, 1 E-72 DNTERANT D, MEOWRRRER, B HIEHELY

PR—= T 27 =2 BT,

How often do you visit the dentist?

O Once a year check Up
FIL—BOF =y 7T v

O Only when I have a problem
D B 5 & Z DI

A AT BHEEI 2

O Twice a year Check Up
BI2EDF = I T v

Do you have or experience any of the following: LA FIZY TiEE 5 HHITH D £33

[J TMJ (jaw disorder)
SHBEE  (UEE TS
[IDry mouth
HAR < FHT 5
[JHad gum treatment

W JER O E LI Z L3 D

[INervous about dental care

WRHAIR 2521 2 DT8R 5

[JFrequent heavy snoring
LX< WOE ZEN<
[JGasping for air
Bz 2
[ISignificant daytime drowsiness
A IR ICE b D
[JNighttime Choking spells
ERO SIThEEE D
[JFacial pain
VANV
[JPrevious orthodontics
OWEHEEZ L2 End D
[JMouth ulcers
A%
[JEdge of teeth worn down
WOIEDHIIL TN D

[IWear a nightguard
FA M= REfE>TND
[IBad breath
ARNKIC2D
[1Gag easily
IS & R AT
[IProblems with dental care
WRHAR 23T 5 DI H 2
[IBeing told you stop breathing with sleeping
SRS E D L Wb Z 2R3 H D
[JFeeling unrefreshed in the morning
RS- &) Lan
[IMorning headaches
FIER 2 & %
[INighttime teeth grinding or clenching
HEPRELVZLZ0, HER<ERLDD
[1Jaw clicking, jaw locking, jaw pain
BN 7 LTeh, LELRLSRoTZVIFAN S S
[JUncomfortable bite
e S/ A
[Tender gums or bleeding gums
B Do 720 A & 5
[ Teeth/fillings breaking
RS O N D



